Editorials
The hospital ophthalmic service' Over the past two or three decades the role of the hospital ophthalmic service has been changing gradually. No longer is its function largely to provide a surgical workshop for patients with cataract, squint, and medically uncontrolled glaucoma, as well as an emergency service for patients with relatively minor, and occasionaUymajor, acute ocular disorders. Increasing emphasis is being placed on preventive ophthalmology and on the diagnosis and management of the ocular manifestations of systemic disease, the classic example being the treatment of diabetic retinopathy.
Many of the significant advances that have recently occurred in ophthalmology have resulted from the greatly increased sophistication of diagnostic and therapeutic facilities. Whereas 40 years ago the ophthalmologist examined his patient with test type, loupe, and direct ophthalmoscope, he is now expected to assess several parameters of the visual functions, and to examine the eyes with slitlamp microscope (often with contact lens and gonioscope), applanation tonometer, and direct and indirect ophthalmoscope, sometimes followed by such investigations as fluorescein angiography, electrodiagnostic tests, and ultrasonography. This change in sophistication of examination has occurred against a background of a small numerical increase in the establishment of consultant ophthalmologists (about I% per annum), and a negligible change in the establishment of other non-training and training grades. An additional consequence of this increased sophistication is the expense of equipping ophthalmic units, yet it is certain that this same sophistication is at least in part responsible for the appreciable reduction in the average length of stay of inpatients that has occured in recent years and which is continuing to occur.
The hospital ophthalmic service cannot be discussed in isolation, but must be considered in association with the general ophthalmic services which are staffed by ophthalmic medical practitioners (OMPs), ophthalmic opticians (OOs), and dispensing opticians (DOs). OMPs and OOs working in the general ophthalmic services are expected to test sight and to recognize variations from the normal. When such variations are encountered, the patient should be referred to a medical practitioner. An OMP may recognize I Based on meeting of Section of Ophthalmology, II January 1979 0141-0768/80/060401~2/$01.OO/0 ocular abnormalities, which he is able to treat, when examining patients in the general ophthalmic services. Some OOs treat patients with squints despite the fact that a squint causes, or results from, an organic change in the central nervous system. OMPs should be recognized as having the expertise to treat disorders of the eye under the general ophthalmic services (if they so wish), and should be recompensed accordingly. As OOs do not treat any other diseases of the eye, except in an emergency, they should not treat squints.
Although considerable advances have recently been made in our understanding of amblyopia in animals, much has still to be learned about its pathogenesis in man. The British Paediatric Association and the Faculty of Ophthalmologists have recommended the regular screening of preschool children for the presence of squint and of reduced vision. Evidence is accumulating that refractive errors occurring early in life may be an important factor in the development of squint and of amblyopia. Further long-term studies are therefore required, particularly on the significance of refractive errors in the first year of life. For the present, preschool children should, wherever possible, have a simple examination of their eyes at about 9 months of age, and a more comprehensive examination at about 3 years of age. The first of these examinations, which would involve a simple observation of the eyes and a cover test, could be performed by the family doctor or community physician (child health). The second, which would require assessment of visual acuity, binocular functions, and the presence or absence of a squint, would best be performed by an orthoptist whose present training is ideal for this purpose. In either examination any child in whom an abnormality is suspected should be referred to the hospital ophthalmic service.
At present, the diagnosis of chronic simple glaucoma is usually made on the finding of a pathologically cupped optic disc at a routine eye test, by which time the disease is at an advanced stage. Screening of whole populations for glaucoma is not cost effective, but screening of that part of the population particularly at risk, e.g, first-degree relatives of patients with glaucoma, is desirable, as nearly 10% of these relatives will eventually develop the disease. Such relatives, when they reach 40 years ofage, should have their intraocular pressures measured and their optic discs examined every few years -examinations that can be performed by OMPs and OOs with the necessary equipment, or by glaucoma family clinics in the hospital ophthalmic service (although at present only few of these clinics exist).
Increasing consideration has recently been given to the provision of an ophthalmic service for diabetic patients. There is evidence that new vessels on the optic disc, new vessels threatening the macula, maculopathy reducing the vision to between 6/12 and 6/24, and severe background or early proliferative retinopathy with a history of vitreous haemorrhage, are indications for treatment by argon laser or xenon arc coagulation. In addition, patients with proliferative retinopathy or with severe background retinopathy need careful observation as they are particularly liable to develop changes requiring treatment. About 10% of diabetic patients have ocular changes requiring either close observation or actual treatment, and these patients should be identified and referred to the hospital ophthalmic service. Physicians working in diabetic clinics should have the facility to measure visual acuity, and the ability to detect new vessels in the fundus. Family doctors looking after diabetic patients should make more use of the general ophthalmic services where OMPs and OOs can determine the corrected visual acuity and report on the presence of abnormalities in the fundus. It is inevitable, however, that if all diabetic patients at risk, and those requiring treatment, were to be identified, there would have to be an appreciable increase in staffing of the hospital ophthalmic service in order to absorb this extra load.
What are the implications of the above changes? It is evident that the staffing levels in the hospital ophthalmic service should be increased in order that modern methods of diagnosis and treatment can be undertaken. At the present time there are 391 consultant ophthalmologists in England and Wales, one consultant whole-time equivalent for every 145000 of the population, these consultants being unevenly distributed throughout the various Regions. The Faculty of Ophthalmologists has recommended one consultant ophthalmologist to every 80 000 of the population. There should be an annual increase in the consultant establishment of 5% which would result in there being one consultant ophthalmologist for every 100 000 of the population after 8 years.The increase should, in the first instance, be concentrated in those Regions with the fewest ophthalmologists per head of population, and in those towns with only a single ophthalmologist. A relative increase in the number of senior registrars would become inevitable if the consultant establishment were increased, and a gradual reduction in the number of registrars would be desirable, particularly if the number of doctors from overseas filling these posts were to decrease.
Ophthalmic medical practitioners should be o141-{)768/80/060402-{)3/S01.00/0 allowed to exercise increased clinical responsibility in the general ophthalmic services, while ophthalmic opticians as a profession should reconsider their responsibility towards the hospital ophthalmic service where at present they contribute only 1·5% of their time. The number of orthoptists should be increased with an expansion of their interests, so that they may make greater contributions to such areas as the screening of children and the assessment of patients with glaucoma. There should be an appreciable reduction in the number of ophthalmic inpatient units throughout the country. This would allow a greater number of the remaining units to be adequately provided with the expensive equipment they require. It would also provide training facilities for junior staff if units were amalgamated and thus enlarged. The savings resulting from this reduction in the number of ophthalmic inpatient units would partly offset the expense ofincreasing the staffing ofthe hospital ophthalmic service.
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Concepts of oesophageal disorders
I have developed concepts of three mechanisms of pharyngeal and oesophageal disorder from interpretations of personal observations made by different methods in what might be called closedloop and feed-back systems. Manometry, for example, showed how radiology could be used, radiology improved understanding of the interpretation of manometric records and of their capacity for creating artefacts, and this further improved the understanding of what radiology could do. Listening to the patient's history in detail suggested new things to look for, new radiological techniques to develop, and new meanings that could be attached to certain pieces of information. The concepts are consequently sometimes unorthodox, even heretical, but they fit a wider range of multidisciplinary observations better than orthodox views do.
Gastro-oesophageal reflux
Although I am one of the founder-finders of the lower oesophageal sphincter, I think its importance in the reflux-oesophageal-irritation syndrome has been exaggerated, and that the size, shape and squeeze of the hiatus is the major factor in determining the volume and frequency of abnormal reflux. Normal reflux occurs in all of us in
